
STATE OF MARYLAND         MEDICAL ASSISTANCE  
DEPARTMENT OF HEALTH & MENTAL HYGIENE   PERSONAL CARE SERVICES PROGRAM    
   
     

 
PERSONAL CARE SERVICES INTAKE FORM 

 
 
 
1.    Name of applicant:                    

       Address:                                   

              County:                 

       Phone:_____________________________________ Date of Birth:      
  

2.    Personal Physician:           

 Address:                  

             Phone:       

  

3.     Medicaid Eligibility:    □ Yes    □ No      M.A.#:        

 

4. Current Condition of Applicant:      □ Chronically Ill      □ Disabled  

Primary Diagnosis:           

 

5. Why is service requested:           

                 

 

6. Has the applicant or referrer identified a potential provider:   □ Yes      □ No 

       Contact Information:           

 Address:                   

             Phone:        

 

7.    Referred By:            

       Address:            

 Relationship:      Phone:         

 

 

Information Received By:         Date:     
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